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 The failure of medical practitioners to consistently discharge their obligation to report 
sudden or unnatural deaths to coroners has rightly prompted concern. Following recent 
public scandals, coroners and health authorities have increasingly developed procedures 
to ensure that concerning deaths are reported to coroners. However, the negative 
consequences of deaths being unnecessarily reported have received less attention: 
unnecessary intrusion into bereavement; a waste of public resources; and added delay and 
hindrance to the investigation of matters needing a coroner’s attention. Traditionally, 
coroners have largely, unquestioningly assumed jurisdiction over any deaths for which a 
medical practitioner has not issued a cause of death certificate. The Office of the State 
Coroner in Queensland has recently trialled a system to more rigorously assess whether 
deaths apparently resulting from natural causes, which have been reported to a coroner, 
should be investigated by the coroner, rather than being finalised by a doctor issuing a 




Modern coronial systems are focussed on investigating sudden, unnatural or suspicious 
deaths, as well as those which appear to be the result of naturally occurring disease but 
the precise cause is unknown. Around Australia, deaths investigated by coroners make 
up only a small percentage (between 10 and 20 per cent) of all deaths in a community.1 
Of the 28,563 deaths registered in Queensland in 2011-12 only 4461 deaths (15.62% 
per cent) were reported to the coroner.2 The remaining deaths are certified by 
individual doctors without reference to the coroner. Unless the death occurs in a 
hospital setting, where the death is subject to mandated mortality review, or the 
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deceased is to be cremated, in which case the cause of death certificate is reviewed by 
an independent doctor before permission to cremate is given, there is no independent 
scrutiny of the death. This means doctors effectively control which deaths are reported 
to the coroner. This allows doctors to not only circumvent coronial scrutiny of a death, 
but conversely to precipitate a coronial investigation simply by choosing not to issue a 
cause of death certificate. The resultant underreporting and unnecessary over reporting 
both present challenges for the coronial system but the consequences of underreporting 
have traditionally received far greater systemic attention.   
This paper reports on a pilot project that was run in the State Coroner’s Office in 
Brisbane between 1/2/2012 and 26/07/13, and which trialled the appointment of a 
registrar to whom certain powers were delegated to enable the registrar to investigate 
and finalise particular categories of deaths. The aim was to improve coronial efficiency 
by diverting this high volume, less complex work from coroners so they could focus on 
more complicated investigations and inquests. It also provided an opportunity to 
proactively streamline and formalise strategies to manage apparent natural causes 
deaths, and to evaluate the impact of these strategies. The success of this trial can be 
seen in the formalisation of the Registrar position in the Queensland Coroners Office 
from August 2013. 
This paper describes and reports the outcome of one of the various tasks being 
undertaken by the registrar, namely the scrutinising of apparently natural causes 
deaths that made their way into the coronial system because a death certificate had not 
issued. The Registrar assumed responsibility for undertaking preliminary investigations 
to ascertain in each case whether a cause of death certificate should have been issued, 
rather than the death being the subject of a coronial investigation. In those cases where 
it appeared the death did not need to be reported, the registrar actively pursued the 
issuing of a cause of death certificate. 
The Current Context. 
 
It is well recognised that certain reportable death types, notably health care related 
deaths, are underreported by the medical profession.3 Research has indicated that this 
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can be attributed to certifying doctors’ lack of awareness or understanding of their 
coronial reporting obligations rather than any concerted effort to conceal medical 
malpractice or homicide.4 However, the spectre of malpractice or concealed homicide 
has loomed large in the wake of public scandals like the serial murders committed by Dr 
Harold Shipman in the United Kingdom and the deaths of Dr Jayant Patel’s patients at 
the Bundaberg Hospital in Queensland.5 Public inquiries into these controversies have 
generated proposals to dramatically expand the coroner’s role in the death certification 
process. For example, the Queensland Public Hospitals Commission of Inquiry 
recommended the Coroners Act 2003 be amended to make reportable any death that 
happened within 30 days of an elective health procedure, and for the Births Deaths and 
Marriages Registration Act 2003 to be amended to require the health practitioner 
responsible for the elective health procedure to give the coroner an opinion on the 
cause of death.6 To date no Australian government has been persuaded to invest the 
enormous resources it would take to implement such changes. Instead there has been 
considerable effort made to educate the medical profession about its coronial reporting 
obligations and to establish more rigorous clinical incident and mortality reviews in the 
hospital sector to identify reportable deaths and improve patient safety.7   
 
These efforts have contributed to a steady growth in the number of deaths reported to 
Queensland coroners over the last decade, placing increasing pressure on coroners’ 
workloads and the system’s ability to meet coronial performance benchmarks.8 
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Apparent natural causes deaths are consistently the largest category of reportable death 
reported to Queensland coroners each year.  For example, in 2011-12, of the total 4461 
deaths reported to Queensland coroners, 40.30% were reported only because the cause 
of death was unknown or uncertain (compared to 33.87% reported as violent or 
unnatural and 22.98% reported as health care-related). In 2010-11, of the total 4416 
deaths reported, the breakdown was 42.07% (no cause of death certificate), 26.99% 
(health care related) and 25.59% (violent or unnatural).9  
 
In Queensland, these deaths come to the coroner’s attention because a cause of death 
certificate has not been issued and is not likely to issue.10 These cases are apparently 
natural causes deaths where a treating doctor cannot be located, is unavailable or is 
unwilling to issue a cause of death certificate.11 Doctors may be hesitant to issue a cause 
of death certificate in these cases for a variety of reasons.12 The deceased person may 
not have any significant medical history, for example, a 75 year old woman found dead 
on her rural property who was described by her treating doctor as one of the healthiest 
75 year olds he knew, who still rode horses and worked hard.  Similarly, the doctor may 
not consider the deceased’s known medical history sufficient to account for the death, 
for example, a 54 year old man with well controlled hypertension who collapsed 
suddenly during physical exertion. These deaths should be reported and an autopsy 
should probably be undertaken to establish the medical cause of each death that can be 
included in a coroner’s finding. 
 
In other cases however, a failure to access relevant information or a misunderstanding 
of a doctor’s obligation to issue a cause of death certificate in appropriate cases result in 
deaths being reported unnecessarily. The doctor may not have treated the deceased 
recently, or may not know the deceased, for example because the doctor is a locum or 
the deceased hasn’t previously been treated at the hospital where they died shortly 
after presenting to the emergency department.  In such cases the doctor may not realise 
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he or she can issue a certificate based on information obtained from the medical records 
of another doctor, hospital or general practice.  Similarly, a doctor may not understand 
the threshold level of certainty for issuing a certificate, or their coronial reporting 
obligations, when for example, a junior hospital doctor thinks she has to certify an 
‘exact’ cause of death, or a general practitioner thinks the repealed Coroners Act 1958 
requirement to report any death where the person has not been seen by a doctor within 
three months of their death still applies. It may also be a misguided attempt to have an 
autopsy performed to explore the nuances of a confirmed or suspected clinical 
diagnosis, in for example the case of a 63 year old man who died during a lengthy 
hospital admission but before a scheduled skeletal muscle biopsy to further examine 
suspected autoimmune disease. It may be as simple as the doctor having had a bad 
experience issuing a certificate in the past, when for example, a general practitioner  
adopts a conservative approach having once issued a certificate when the death should 
have been reported or where the family later voiced strident concerns about the death. 
In practice, many of these scenarios result in obviously natural causes deaths entering 
the coronial system unnecessarily.  There may also be a systemic issue involved here 
since there is no Medicare item for the service of issuing a death certificate and this may 
be acting as a financial disincentive. 
 
 
Investigating Death in Queensland 
 
There is no debate that a coroner should investigate when the cause of death is 
genuinely unknown or uncertain, for example, the sudden collapse of an otherwise fit 
and healthy young person. However, the coronial system does not exist to investigate 
the finer points of known natural disease unless, consistent with the death prevention 
objective of the Coroners Act 2003, this inquiry can lead to systemic improvements in 
health care.13 When deciding how to manage an apparent natural causes death, 
coroners must strike a careful balance between investigating unnecessarily and 
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potentially missing a suspicious or unnatural death.14 It is a risk management exercise 
that requires a proactive initial assessment of each death and the strategic application 
of finite coronial resources to identify those truly warranting coronial scrutiny.   
How coroners manage natural causes deaths for which certificates could properly be 
issued impacts not only on the effectiveness and efficiency of the coronial system, but 
also on bereaved families who generally just want to get on with the funeral and often 
cannot understand why the coroner needs to be involved at all.  What little research 
there is on family’s dealings with a coronial death investigation is far from flattering, 
with most research suggesting that coronial practices cause further trauma to a family 
already suffering significant grief.15  Moreover, this is most keenly felt in the legislative 
necessity of autopsy, where terms such as ‘mutilation’, ‘desecration’ and ‘barbaric acts’ 
have been used by families to describe images of the autopsy of their loved one.16 It is 
also the case that grieving families are forced to consider their views about invasive 
autopsy and possible organ retention when still in the grip of the shock and disbelief of 
the death notification, ‘when their ability to retain and process complex information 
may be severely compromised’,17 and in a context where their objections can be 
overridden by the coroner.18 Research has also shown that when religious or cultural 
difference is present, harm and trauma can be exacerbated by the ways in which 
coronial procedures interrupt culturally specific (and often unknown) grieving 
practices.19 It is also the case that while the appearance of police at a death investigation 
may cause alarm in many families, with the innuendos of guilt and suspicion that they 
                                                          
14
 State Coroner’s Guidelines, Chapter 3 Reporting Deaths, section 3.1.7 
http://www.courts.qld.gov.au/__data/assets/pdf_file/0004/84919/state-coroners-guidelines.pdf. Accessed 
28th June 2013 
15
 Biddle, L. ‘Public Hazards or Private Tragedies? An exploratory study of the effects of coroners procedures on 
those bereaved by suicide’. Social Science and Medicine, 56, (2003) pp;  Green, J. ‘The Medico-legal production 
of Fatal Accidents’. Sociology of Health and Illness. 14, (1992) pp373-389;  
16
 Robb, J. And Sullivan, J. ‘The past and the present: Listening to parental experiences of autopsy practice’’. 
Grief Matters, Winter (2004), pp39-43. 
17
 Drayton, J. ‘Organ Retention and bereavement: family counselling and the ethics of consultation’. Ethics and 
Social Welfare. 5(3) (2011), pp227-246 
18
 Ibid, p238 
19
 Clarke, E.  and McCreanour, T. ‘He wahine tangi tikapa ... Statutory investigative processes and the grieving 
of Maori families who have lost a baby to SIDS’. Kotuitui: New Zealand Journal of Social Sciences Online. 1:1, 
(2006), pp25-43.  
bring, this is particularly pronounced for those communities already over-policed and 
over-criminalised, like Aboriginal people in Australia, or Maori in New Zealand.20 
In Queensland, every apparent natural causes death reported due to lack of a certificate 
requires police attendance at the death scene, generally with Scenes of Crime and 
Criminal Investigation Branch involvement to rule out suspicious circumstances. 
Attending police take witness statements and seize medical records. They prepare an 
initial report for the coroner. When the death occurs in the community, the government 
undertaker transports the body to a designated local mortuary, until a treating doctor 
issues a certificate or the coroner considers the police report.21 If the coroner orders an 
autopsy and the body is being held at a location where coronial autopsies are not 
performed, the body is then transported to a coronial mortuary, sometimes thousands 
of kilometres away, where it remains until the autopsy is completed and the coroner is 
satisfied the body is no longer required for the coronial investigation.22 The pathologist 
must prepare an autopsy report and coroner must make formal findings.23 Apart from 
the direct cost of police, government undertaker, forensic pathology and toxicology, 
mortuary, and coroner and registry involvement in these deaths, each case distracts 
these resources from the timely investigation of other reportable deaths, and for police, 
from their general policing duties.  
Prior to the Coroners Act 2003, Queensland coroners unquestioningly accepted any 
death that wasn’t certified24 and ordered a full internal (3 cavity) autopsy in most 
cases.25 Over the last decade, the Queensland coronial system has encouraged coroners 
to actively turn their minds to the extent of a post-mortem examination warranted in 
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each case, rather than automatically defaulting to a full internal autopsy.26 Their ability 
to do so has been enhanced by access to post-mortem CT scanning27 and a wider range 
of clinical expertise, including specialist forensic pathologists, clinical forensic medicine 
officers and most recently clinical nurses. This has helped coroners, over time, to take a 
more discerning approach to the investigation of apparent natural causes deaths and 
explore opportunities to obtain certificates rather than automatically proceeding to 
autopsy. This change in coronial practice is demonstrated by reductions in the number 
of autopsies performed overall in the period 2009-2012.28 However, until the 
establishment of full-time coroner coverage state-wide in October 2012, previous 
research showed that coroners were taking an ad hoc approach to the management of 
apparent natural causes deaths.29 This was in part due to factors including the limited 
availability of post-mortem CT scanning outside Brisbane, conservative attitudes by 
regional pathologists about their role in issuing certificates, conservative investigation 
practices by local part-time coroners not fully immersed in modern coronial practice, 
the greater accessibility to clinical expertise for coroners in the south-east corner of the 
State and the limited capacity of local part-time coroners to actively engage these 
clinical resources while managing their general magistrate duties.30   
 
The Queensland Registrar trial  
 
In 2012-13, the Queensland coronial system trialled the use of a Registrar appointed 
under the Coroners Act 2003 to investigate three different categories of death that 
would otherwise engage a Coroner.  The first category included deaths which are clearly 
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reportable because, for example, the dead person fell and hit their head which led to an 
intracranial bleed causing death. However if there is nothing suspicious about the 
circumstances of the fall, the cause of death is known, and there is no suggestion that 
better medical care would have saved the person, it is easy to understand why no 
coronial investigation is necessary. The Act in section 12(2)(b) empowers a coroner to 
authorise the issuing of a cause of death certificate by any medical practitioner 
with sufficient information about the death even though the death is clearly and 
obviously reportable. In this trial, that coronial power has been delegated to the 
Registrar.  
The second category of death are those in which a doctor knows the cause of death but 
is concerned the death may be reportable either for example because he/she is not 
absolutely certain as to the cause of death and queries whether an autopsy should be 
undertaken or just whether he/she doesn’t fully understand the reportability 
mechanisms or the standard of proof needed to issue a certificate. Those types of deaths 
have to be referred to a coroner because of section 26(5)(a) which says a doctor must 
not issue a cause of death certificate for a person if the death appears to the doctor to 
be a reportable death unless a coroner advises the doctor that the death is not a 
reportable death. The power of the coroner to confirm that the death is not reportable 
has also been delegated to the Registrar.  
The third category of death, and the one on which this article is particularly focused, are 
those deaths which are not reportable and are only reported because a person who 
could issue a certificate has not been provided with sufficient information or has not 
appropriately directed their mind to the issue. This comes to the Coroner under s8(3) 
(e) – a cause of death certificate has not been issued and is not likely to issue due to 
natural death of unknown cause.  One of the purposes of this trial therefore, is the 
identification and quantification of those deaths which come within this third category 
and which should, with better education of police, doctors and others, lead to them not 
being reported to a coroner at all. While there will never be a definite and distinct 
demarcation between categories two and three - some deaths which coroners might 
think are clearly not reportable might still seem to a doctor to be apparently reportable 
- with better education they can be limited and that is what this trial has sought to 
establish. This paper will argue that once the scope of the problem is clearly identified 
by the trial, strategies can be put in place to reduce the numbers of deaths in category 
three and category two discussed above, which are coming unnecessarily into the 
coronial system.  
The trial was held over 18 months: an initial period of six months commencing on 1 
February 2012, followed by an extension for a further twelve months.  The trial ended 
on 26 July 2013 and was limited to deaths in the Brisbane reporting catchment. This 
captured deaths occurring in the greater Brisbane metropolitan area, north to 
Caboolture-Redcliffe and from October 2012, the Sunshine Coast region north to 
Gympie, and South West Queensland west to Charleville. As noted above, the Registrar 
operated under a delegation from the State Coroner which enabled the Registrar to 
investigate and make findings in respect to deaths reported under s.8(3)(e) of the Act 
(category 3 deaths), and to authorise the issue of cause of death certificates for 
reportable deaths under s12(2)(b) of the Act (category 1 deaths) as well as those that 
came into the system under s26(5) (category 2 deaths). The delegation contained a 
range of triggers for more complex cases to be escalated to a coroner, including when 
the Registrar considered the death was more properly characterised as another 
category of reportable death, for example, the circumstances of the death were 
suspicious or suggestive of suicide or when preliminary autopsy results revealed a non-
natural cause of death such as traumatic injury or drug toxicity.31  
At the outset of the trial, and in close consultation with Queensland Police Service and 
Queensland Health, the Registrar developed a process to triage apparent natural causes 
deaths (category 3 deaths). This was a multidisciplinary approach that engaged the 
clinical and non-clinical resources already provided by Queensland Health to 
Queensland coroners in the trial catchment, including forensic pathology, nurses, 
forensic medical officers, and coronial counsellors, to assist the Registrar in identifying 
deaths where a cause of death certificate could appropriately be issued.  
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The triage process identified two stages at which the clinical assistance of forensic 
medical officers, nurses and/or the duty forensic pathologist could be applied, with a 
view to sourcing and reviewing medical history information and engaging with treating 
doctors, and assessing whether a certificate could be issued. These resources were 
available to assist police in their initial efforts to locate and deal with a treating doctor 
who may have been willing to issue a certificate - thereby stopping the death coming 
into the coronial system at all - or to inform the Registrar’s preliminary investigation 
once the death was formally reported by police for want of a cause of death certificate.   
Once a death entered the coronial system, the triaging began with the Registrar 
carefully assessing the circumstances of the death as reported in the Form 1 Police 
Report of a Death to the Coroner and discussing the case with the duty pathologist. The 
Registrar assessed this information to confirm there were no suspicious circumstances 
or other circumstances to suggest the death may be reportable under a different 
reporting category, for example, a possible accidental or intentional drug overdose or a 
potential health care related death. Once satisfied the death was apparent natural 
causes, the Registrar assessed the likelihood of a certificate being issued by considering 
factors that included the deceased’s age, medications located at the scene, any known 
medical history and the outcome of police efforts to source a certificate. A 70 year old 
man with a significant cardiac history who developed chest pains and collapsed during 
nocturnal physical exertion was a ‘likely’ certificate case; whereas a 35 year old woman 
with no medical history found slumped over her desk at work and unable to be revived, 
clearly was not.   
For ‘likely or possible’ certificate cases, the Registrar issued an order for a preliminary 
examination which triggered enquiries by clinical nurses to source medical history 
information for the deceased. This involved interrogating clinical and pathology 
databases to identify treating doctors, obtaining patient records and discussing the 
death with treating doctors to explore their willingness to issue a certificate. Where the 
deceased’s body had already been transported to the coronial mortuary in Brisbane, the 
preliminary investigation was also informed by the findings of a post-mortem CT scan. 
This phase of the preliminary investigation could result in a certificate being issued by a 
treating doctor, or by the duty pathologist who reviewed both the medical records and 
the post-mortem CT findings.   
The triaging process was quite flexible around contacting treating doctors first to assess 
their willingness to issue a certificate before the duty pathologist issued one. If the 
cause of death was clear from the post mortem CT scan and medical history information 
reported by police, the duty pathologist would issue a certificate without the deceased’s 
treating doctor being contacted at all. In cases where the neither the police report nor 
the post mortem scan revealed sufficient information to support a certificate, the 
clinical nurses would contact the treating doctor to obtain further medical history. This 
interaction could result in the treating doctor indicating his or her willingness to issue a 
certificate. If not, the duty pathologist would then consider any additional information 
provided by the treating doctor and assess whether it offered sufficient information for 
the duty pathologist to issue a certificate, without proceeding to autopsy. 
When a certificate was forthcoming, the family was informed of this outcome and given 
an opportunity through communication with a coronial counsellor to indicate whether 
they considered there to be any issues warranting further coronial investigation. In the 
absence of any relevant concerns, the Registrar accepted the certificate and determined 
the death not reportable. The deceased’s body was then released to the family’s funeral 
director.  Cases where it was not possible or appropriate for a certificate to be issued 





In the first 12 months of the trial, 408 apparent natural causes deaths were reported by 
police in the trial catchment under s8(3)(e) of the Act (category 3 deaths). Application 
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of the triage process resulted in certificates being issued in 247 of these cases 
(60.54%).33   
Who issued the certificate? 
In the trial period it was found that duty pathologists issued 140 of the 247 certificates 
(56.68%), with the balance issued by a treating doctor after consultation with clinical 
nurses. Cases where certificates were issued by the duty pathologist ranged from those 
where the post-mortem CT scan revealed a clear cause of death such as cardiac 
tamponade due to rupture of the dissecting aorta, to those where a review of the 
available medical information and the CT findings, enabled the pathologist to form an 
opinion as to the probable cause of death.  The vast majority of these cases did not 
require discussions with the treating doctor because the available information clearly 
established a probable cause of death.  
During the trial it was found that there were a range of reasons why treating doctors, 
once contacted by the Coroner’s Office, were willing to issue certificates in these cases.  
These included:  being contacted during business hours when they had access to their 
patient records and time to consider the case; effective clinician to clinician discussion 
about the deceased’s medical history and the circumstances of the death; the availability 
of post-mortem CT findings to help inform their opinion as to the probable cause of 
death; and reassurance that the Registrar and the family are comfortable with a 
certificate being issued and it will not “come back to bite them”. 
There were however a small number of cases where the treating doctor remained 
steadfastly unwilling to issue a certificate despite there being sufficient information to 
support one.  This was generally because the treating doctor lacked confidence in their 
ability to diagnose probable cause of death and feared being held accountable for a lack 
of certainty if they certified the death.  In these cases, the duty pathologist was prepared 
to issue a certificate on the available information.  
The trial thus demonstrates that the involvement of clinical nurses in collating medical 
history information and talking to treating doctors during the preliminary investigation 
phase is integral to overcoming many of the reasons why obviously natural causes 
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deaths end up in the coronial system in the first place. By providing treating doctors 
with time and opportunity to consider and discuss the case with another clinician, the 
process provided treating doctors not only with a clinical sounding board in terms of 
their thinking about probable cause of death, but also reassurance there were no 
coronial concerns about the circumstances in which their former patient died.   
How long did it take for certificates to be issued? 
As previously noted, of the 408 apparent natural causes deaths that were part of the 
triage process with forensic medical staff, 247 or 60.54% resulted in certificates 
accepted by the Registrar.  In these cases, certificates were generally obtained within 1-
2 working days of the Registrar considering the initial police report. Given that the body 
is available for release to the family’s funeral director as soon as the Registrar accepts 
the certificate, these release timeframes compare favourably to those in straight-to-
autopsy cases, particularly in busy coronial mortuaries where it can take several days 
for an autopsy to be scheduled.   
Factors impacting on this turnaround time included: the treating doctor’s availability; 
the time taken by treating doctors to provide medical information or the certificate 
itself; the deceased having multiple sources of medical history information; and the 
clinical nurse workload, which was invariably higher immediately after weekends when 
the bulk of the week’s apparent natural causes deaths are generally reported. Duty 
pathologists were generally able to issue certificates within 24 hours where the post-
mortem CT revealed a clear cause of death and/or there was sufficient medical 
information already available to inform a cause of death diagnosis. The duty 
pathologist’s ability to issue a certificate in cases where further medical information 
was needed was dependent on how quickly that information could be provided. 
Treating doctors were generally very responsive to the nurses’ initial contact with the 
first 24 hours but due to their daily patient commitments did not always provide their 
medical records or a certificate the same day, though it was usually received within 48 
hours.   
However, in 161 cases (39.46%) the preliminary examination did not yield sufficient 
information to support a certificate and the case then proceeded to autopsy.  In these 
cases, the triage process did protract the release timeframe by the time taken to explore 
the possibility of a certificate being issued and then to transport the body to a coronial 
mortuary (if not already at one) and schedule the autopsy. If the body was already at a 
coronial mortuary, this generally extended the release timeframe by 1-2 working days.  
However, if the body needed to be transported from a local mortuary to a regional 
coronial mortuary where there were only one or two forensic pathologists available to 
perform the autopsy, the release timeframe extended by anywhere up to a week. The 
impact on families was managed by proactive communication through the coronial 
counsellors about the progress and outcomes of the Registrar’s preliminary 
investigation and expected timeframes for the body’s release.   
What were the family’s attitudes to a certificate being issued? 
In the vast majority of cases, families were relieved that a death certificate could issue 
and often expressed gratitude for being able to avoid autopsy and get on with funeral 
arrangements. In fewer than a dozen cases families did raise concerns warranting 
further investigation and autopsy and these generally related to concerns about health 
care provision. There were some families whose initial questions about the deceased’s 
health care or cause of death were allayed by knowing an independent doctor (either 
the duty pathologist or a clinical forensic medicine officer) had reviewed the medical 
records and identified no concerns. In this way, the trial was highly effective in 
minimising distress and disruption to bereaved families while still providing an 
important opportunity for those with significant concerns about the death to be heard.  
For those families where a certificate was not issued, and were thus delayed in their 
arrangements to organise funerals and bury their loved one, the trial found that as long 
as these delays were managed proactively, families were accepting of the delay.  We 
would also argue that this negative outcome was countered by the benefit of 
pathologists having access to better quality medical history information to inform 
autopsy in these cases. 
Quantifying the impact on the coronial system 
The issuing of a cause of death certificate in these cases of natural causes death avoids 
unnecessary autopsies, and when deaths occur in regional and remote areas, the 
unnecessary transportation of bodies to coronial mortuaries.34 Apart from minimising 
distress and disruption to families, this translates to potentially reduced costs and 
increased efficiencies for the coronial system.   
The 247 cases for which certificates were accepted during the first 12 months of the 
triage trial reduced additional costs to the Queensland coronial system in a variety of 
ways.  These included: cost per autopsy not performed (mortuary, forensic pathology 
and toxicology costs); cost per transportation not required of bodies located west of 
Dalby and south of Pittsworth in the South West Queensland region;35 and 
administrative costs when further coronial investigation was not required, including the 
share of registry and coroner costs. The additional cost to the coronial system of the 
Registrar position is at least partially offset by these reduced costs, while the existing 
clinical (pathologists, nurses, forensic medicine officers, mortuary staff) and registry 
resources are refocused under the triage process.  While it is tempting to claim these 
reduced costs as a cashable benefit, in reality they simply offset the increasing demand 
on the system, where between 2007-2008 and 2011-2012, there has been a 26.9% 
increase in the number of deaths reported to Queensland coroners.36  The trialed 
processes enabled the coronial system to continue to provide high quality services 
despite the steadily increasing number of deaths reported. Arguably this benefit alone 
makes investment in proactive coronial investigation strategies very attractive to 
governments managing ever increasing demands on finite public resources.   
By filtering out obvious natural causes deaths from the coronial process, the trial has 
demonstrated that increased efficiencies can be created within a coronial system by 
focussing resources on the deaths that truly warrant its scrutiny. By avoiding 
unnecessary autopsies, for example, it can be argued to have assisted Queensland 
Health’s management of toxicology and autopsy report waiting times.  By reducing the 
number of full coronial investigations, it can be argued to have helped position coroners 
to further or complete their other non-natural death investigations in a more timely 
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 Data provided by the Queensland Office of the State Coroner 
way.  Finally, by taking on the simple natural causes death investigations in cases that 
proceed to autopsy, the appointment of a Registrar increased the efficiency of the 
coronial system by both improving the time taken to finalise natural causes deaths, and 
reducing the number of matters older than 12 and 24 months during the trial period.  
For example, comparison of overall coronial performance data at the beginning and end 
of the first 12 months of the Registrar trial showed a 19% improvement in the time 
taken to finalise an investigation of a natural causes death, a 9% decrease in the number 
of cases pending between 12-24 months and a 7% decrease in the pending cases older 
than 24 months.37  
The overall outcomes also compare favourably with the number of certificates achieved 
in the equivalent reporting catchment during the preceding 12 month period – of the 
total 436 apparent natural causes deaths reported by police over 1/2/2011 to 
3/1/2012, only 151 of these cases (34.63%) resulted in certificates being issued, 
compared with 60.54% in the trial period.38 
These outcomes have led to the Registrar becoming a permanent position.  Queensland 
is the first coronial jurisdiction to adopt a judicial registrar model and the Registrar’s 
triage process for managing apparent natural causes deaths has since been formalised 
in a State Coroner guideline.39 
 
Further opportunities for intake rigour 
 
The trial identified other opportunities for the coronial system to proactively manage 
the reporting of obviously natural causes deaths.  These arose out of not only 
application of the triage process but also from other aspects of the Registrar’s delegated 
functions and powers. 
In the first 12 months of the trial, the Registrar finalised 1230 deaths. Those that were 
finalised quickly and easily by the Registrar with no input from other coronial personnel 
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 State Coroner’s Guidelines – Chapter 5 Preliminary investigations, autopsies and retained tissue (section 5.2) 
and Chapter 3.4 – Triaging apparent natural causes deaths (currently in draft) 
(www.courts.qld.gov.au/courts/coroners-court/fact-sheets-and-publications/state-coroners-guidelines-2012) 
included 452 by the authorisation of cause of death certificates for reportable deaths 
under s.12(2)(b) of the Act (category 1 deaths), and 511 deaths which were determined 
not reportable by the Registrar upon initial notification by a doctor seeking advice 
about the death (category 2 deaths) or by the issue of a certificate after being reported 
by police under s.8(3)(e) of the Act (category 3 deaths).40 
Providing advice to doctors seeking direction about whether a death is reportable 
As has been previously noted, Queensland coroners and the Registrar work closely with 
hospitals to educate clinicians about their coronial reporting obligations and actively 
encourage doctors to seek advice from the coroner before they issue a certificate. This 
interface provides an important opportunity to filter out deaths that are not reportable 
and to triage reportable deaths where a cause of death certificate may be authorised 
under s12(2)(b) of the Coroners Act.   
This trial has found that doctor enquiries about reportable deaths are generally of three 
specific types: health care related deaths; deaths where people have died in hospital or 
at a nursing home after sustaining injuries in a mechanical fall; and apparent natural 
causes deaths where the treating team is unable or unwilling to issue a certificate.  
During the trial, a preliminary assessment of each death involved carefully questioning 
the doctor about the deceased’s medical history, clinical management, prognosis and 
the event leading to their death. It took into account any family or treating team 
concerns about the health care provided and the treating team’s level of certainty about 
the probable cause of death. This information informed a decision about whether the 
death is reportable, and if so, the extent of coronial investigation required.   
While we would argue that health professionals should never be discouraged from 
seeking advice from the coroner before they issue a certificate, there are many cases 
where efforts by hospital clinicians to obtain and consider collateral medical history 
information from other treating doctors can inform a considered opinion as to the 
probable cause of death, without this having to be done by the coroner. Coroners should 
be proactive in encouraging clinicians to exhaust reasonable enquiries before they 
decide a certificate is unlikely to issue, and ensure clinicians understand that a coronial 
autopsy is not always a given for an obvious natural causes death should they elect not 
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to issue a certificate. In obviously natural causes deaths where there are no health care 
concerns, doctors should be advised to consider approaching the family about a 
consented hospital autopsy, if they wish that procedure undertaken.   
Providing police with access to independent clinical expertise 
The Registrar’s triage process expressly contemplated the availability of clinical forensic 
medical officers to assist police in their initial dealings with treating doctors when 
assessing whether a certificate was likely to be issued. There were a small number of 
cases during the trial where the involvement of a clinical forensic medical officer 
assisted treating doctors in assessing whether they could form an opinion as to a 
probable cause of death. In this way, the clinical forensic medicine officers performed a 
valuable clinical peer ‘sounding board’ role for general practitioners and provided clear 
advice about the degree of confidence the treating doctor needed to have when 
certifying a death. Increasing police awareness about the availability of this clinical 
resource may assist in preventing obviously natural causes deaths entering the coronial 
system at all.   
This is not to diminish the efforts of attending police to obtain certificates. Many 
officers, particularly in regional areas, do identify a doctor who is willing to issue a 
certificate before it becomes a coroner’s case. However, particularly when deaths are 
reported to police afterhours and on weekends, there is only so much officers can be 
reasonably be expected to do to make contact and have a meaningful discussion with a 
treating doctor about the death. From the treating doctor’s perspective, being contacted 
by police about a patient’s death can be an inconvenient or confronting experience and 
one where it may seem easier to decline to issue a certificate and leave it to the coroner 
to sort out. Treating doctors have reported how intimidating and disruptive it can be 
when uniform police arrive unexpectedly at busy medical practices wanting information 







Apparent natural causes deaths form a large part of the coroner’s caseload and if not 
managed carefully can place a significant drain on limited coronial resources. The 
Queensland Registrar trial has demonstrated how early proactive management of these 
deaths, with independent clinical assistance, can substantially reduce the proportion 
actually requiring a coronial investigation and findings. Coroners need to be alive to 
opportunities to more rigorously assess apparent natural causes deaths at both the 
initial reporting and preliminary investigation stages, and continue their efforts to 
educate clinicians about their reporting obligations, as these front-end initiatives have 
been shown to deliver significant benefits to the coronial system and most importantly, 
to grieving families.  
 
Acknowledgements 
The trial would not have been successful without the goodwill and enthusiasm of 
Queensland Health Forensic Scientific Services, most particularly Chief Forensic 
Pathologist Dr Charles Naylor, duty pathologist Dr Alex Olumbe and clinical nurses, 
Craig Price, Jennie Wallace and Kate Angus. 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
